removed manually. There was no difficulty experienced as it was found to be simply retained and not adherent. The fourth pregnancy ended in a 12 week miscarriage followed by a curettage in another hospital.
At her first visit in her fifth pregnancy her general physical examination was satisfactory. The uterus was enlarged to approximately 18 weeks size which corresponded to the period of amenorrhoea. The blood Wassermann was negative. She attended the clinic regularly and remained singularly symptom free. However, at term the blood pressure was noted to be 135/90 with a trace of albumin. She was admitted to hospital on the same day for induction of labour.
A steril vaginal examination revealed only a partially effaced cervix so she was put on a "ripening drip" using 2 units of Syntocinon to a litre of normal saline for 12 hours. The next day the patient was started on a course of buccal pitocin. The While a blood transfusion was being arranged the clinical picture dramatically changed over the next half-hour. A supra-pubic prominence was noted. The tenderness over the uterus had increased and the presentation could not be definitely made out. The patient maintained that she was having regular "pains", but none were actually felt. She had started to bleed more per vaginum. A repeat vaginal examination revealed the vagina full of clots. The head had receded and no foetal parts could be felt per vaginum. The cervix was felt to be very posterior and almost "pulled up". It was still 2 cm. dilated. No definite bag of fore-waters could be made out. The catheter specimen of urine did not reveal any blood. It was only now that a rupture of the uterus was suspected. As the general condition was reasonable, immediate laparotomy was carried out under general anaesthesia.
On opening the abdomen the foetus was found in the peritoneal cavity, legs still inside the uterus which had ruptured. The site of rupture was identical to the routine transverse incision of lower segment Caesarean section. The edges were surprisingly clean although there was some extension of the tear into the left broad ligament rupturing a few veins.
There was approximately 600 ml. of blood in the peritoneal cavity. The edges of these vessels were secured and ligated. The placenta was still partially attached to the posterior uterine wall and was removed by cord traction. In view of her poor obstetric history it was decided to repair the uterus in the manner of lower uterine segment-caesarean sectionclosure. She received a total of 3 pints of blood during this procedure. Her post-operative course was quite uneventful, and she was discharged on the 14th day. Her haemoglobin on discharge was 71 per cent. She was seen in the post-natal clinic six weeks later when the uterine involution was found to be satisfactory. The patient had already had a normal menstrual period. A hysterosalpingogram showed a well healed uterus. Both tubes were patent with ample peritoneal spill of radio-opaque material. She has remained well to date, but has not managed to conceive.
DISCUSSION
Oxytocin as a method of induction of labour per se or combined with amniotomy has come to stay. The response to the intramuscular method is too erratic and has been largely abandoned. The intranasal induction has been found to be uncomfortable for the patient and is unpredictable as well as difficult to control (Stander, Thompson and Gibbs, 1963) . The advance towards "physiological administration" of oxytocin has been accompanied by increasing cumbersomness of technique of administration. The time required, the cost of the infusion set-up and the need to subject the patient to constant supervision and immobilisation are a few of the complexities of intravenous infusion. Buccal pitocin came on the scene with this background and was found to be a convenient and safe method of induction. Glowing tributes were paid by Spence and Chalmers (1964) , Blair (1964) , Dillon and others (1962) . These were bound to unleash a spate of enthusiasm. However, the British Medical Journal (1964) in an editorial warned against the risk of "uterine hypertonus with its possible sequence of rupture of the uterus". It has also been commended that the same care should be given to buccal pitocin as to intravenous administration (MacGillivray, 1964; Pinkerton, 1964) pointing that its considered safety and convenience of administration may be a trap in itself. Newman and Hon (1963) demonstrated that the time taken for the uterus to reach 50 per cent. of its mean activity after withdrawal is similar to the time taken after withdrawal of intravenous pitocin, but "the rate of absorption from the buccal mucous membrane is unknown and varies from patient to patient and probably from hour to hour (Theobald, 1965) ". Hence the response of the uterus to buccal pitocin cannot be predicted. With increasing stimulation the sensitazation increases. With unknown and perhaps uneven absorption, the chances of hypertonic response and consequent rupture of the uterus in unlucky few, must remain a definite possibility.
In the case of Mrs. J.C. it is possible that either the manual removal (even though reportedly of a "retained" rather than adherent) of placenta, or the curettage following the abortion may have resulted in undiagnosed damage to the uterus. But neither of these conditions, per se, are a contraindication to oxytocin induction. The ultimate cause of the rupture must have been increased sensitivity of the myometrium to oxytocin or unusually high rate of absorption from buccal mucous membrane. Neither of these can be predicted or avoided. Once this danger is appreciated and adequate precautions taken, there is no reason why this method should not remain a useful weapon in an obstetrician's armamentarium. With this aim in mind, there are a few suggestions worth considering:
(1) The regime should be 10 units for the first 4 doses and only then increasing the dose, treating the first 2 hour period as a period of test trial. (2) The total dosage should be kept below 2,100 units. (6) Every unit using this method should have a definite routine to be followed if confronted with hypertonic uterine contractions. The nursing and the medical staff should be well drilled in this routine, which should include immediate rinsing of the mouth with warm saline, intravenous pethilorfan (Newman and Hon), and perhaps chloroform by open mask. Then and only then we can hope to avoid similar accidents.
